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proficiency in areas of specific concern to the state (e.g., rural EMS systems, legislative proposals, or data systems). Assessments are made in 10 areas on the basis of standards developed by NHTSA: regulation and policy, resource management, human resources and training, transportation, communications, facilities, public information and education, medical direction, trauma systems, and evaluation. The judgments and recommendations of the assessment teams also take into account the unique features of a state.
Promoting Interstate Coordination
Because population and health care resources are not distributed evenly across the country, some states (or parts of states) must rely on the emergency care resources of neighboring states, particularly specialized pediat-ric referral centers, to provide the care that their populations need. States also may have common regional concerns but lack the resources or the motivation to develop cooperative responses.
The EMS-C center should develop ways in which federal activities can promote interstate coordination, which may well include addressing problems of both sparsely populated rural areas and urban metropolises. In so doing, it should determine whether federal regulations or program requirements create impediments to regional coordination and how those impediments can be reduced. Finally, it might investigate whether future federal efforts could facilitate interstate reimbursements under Medicaid or other programs, particularly in the context of state agency efforts to develop written transfer agreements and other interstate cooperative initiatives.
A special form of coordination to which the federal center ought to direct some attention is international, especially relationships between states of the United States and neighboring countries. Sixteen states share borders with Canada or Mexico; Alaska also has as a neighbor the former Soviet Union. In particular, cooperation and collaboration for states bordering on Canada and Mexico will be especially important in addressing the full range of issues and services embodied in this committee's view of EMS-C. The expected implementation of the North American Free Trade Agreement for Canada, Mexico, and the United States, which may attract new industries and new populations to the border regions, will add a challenge to the efforts of the border states to expand their EMS-C programs.
Models for a Federal EMS-C Center
Described below are several models that Congress and the Secretary of DHHS could consider in drawing up plans for a federal EMS-C center. This committee has recommended a fairly traditional federal agency arrangement, coupled with a national advisory council, but it notes that a hybridfacilitator for the review. The members of the team are picked to ensure standing and plan have been met. Making some funding available ontudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
